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CHAPTER 13
STANDARDS OF PRACTICE AND PROFESSIONAL ETHICS

[Prior to 5/4/88, see 470—135.251 to 470—135.402]
IAC 5/21/97

653—13.1(148,272C)  Standards of practice—packaging, labeling and records of prescription
drugs dispensed by a physician.

13.1(1) A physician shall dispense a prescription drug only in a container which meets the require-
ments of the Poison Prevention Packaging Act of 1970, 15 U.S.C. ss. 1471-1476 (1976), unless other-
wise requested by the patient, and of Section 502G of the Federal Food, Drug and Cosmetic Act, 21
U.S.C. ss. 301 et seq. (1976).

13.1(2) A label shall be affixed to a container in which a prescription drug is dispensed by a physi-
cian which shall include:

1. The name and address of the physician.
2. The name of the patient.
3. The date dispensed.
4. The directions for administering the prescription drug and any cautionary statement deemed

appropriate by the physician.
5. The name and strength of the prescription drug in the container.
13.1(3) The provisions of subrules 13.1(1) and 13.1(2) shall not apply to packaged drug samples.
13.1(4) A physician shall keep a record of all prescription drugs dispensed by the physician to a

patient which shall contain the information required by subrule 13.1(2) to be included on the label.
Noting such information on the patient’s chart or record maintained by the physician is sufficient.

This rule is intended to implement Iowa Code sections 147.55, 148.6, 272C.3 and 272C.4.

653—13.2(148,150,150A,272C)  Standards of practice—prescribing or administering controlled
substances for the treatment of patients with chronic, nonmalignant or intractable pain.  This
rule establishes standards of practice for the management of chronic, nonmalignant or intractable pain.
The purpose of the rule is to assist physicians who prescribe and administer drugs to provide relief and
eliminate suffering in patients with intractable pain as defined in this rule.

13.2(1) Definitions.  As used in this subrule:
“American Academy of Pain Medicine” or “AAPM”  means the American Medical Association-

recognized specialty society of physicians who practice pain medicine in the United States.  The mis-
sion of the AAPM is to enhance pain medicine practice by promoting a climate conducive to the effec-
tive and efficient practice of pain medicine.

“American Pain Society” or “APS”  means the national chapter of the International Association for
the Study of Pain, an organization composed of physicians, nurses, psychologists, scientists and other
professionals who have an interest in the study and treatment of pain.  The mission of the APS is to
serve people in pain by advancing research, education, treatment and professional practice.

“Chronic, nonmalignant or intractable pain” means persistent or episodic pain of a duration or in-
tensity that adversely affects the functioning or well-being of a patient.  It is pain that cannot be re-
moved or otherwise treated in the generally accepted course of medical practice subsequent to an eval-
uation by the attending physician and at least one other physician specializing in the treatment of the
area, system, or organ perceived to be the source of the pain for any of the following reasons: (1) no
relief or cure for the cause of pain is possible; (2) no relief or cure for the cause of pain has been found;
or (3) relief or cure for the cause of pain through other medical procedures would adversely affect the
well-being of the patient.
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“U.S. Agency for Health Care Policy and Research” or “AHCPR”  means the agency within the
U.S. Department of Health and Human Services which is responsible for establishing Clinical Practi-
cal Guidelines on various aspects of medical practice.

13.2(2) General provisions.  Various controlled drugs, particularly opioid analgesics, can be safe-
ly and effectively utilized to control pain in certain patients.  However, inappropriate prescribing of
controlled substances can lead to, or accelerate, drug abuse and diversion.  Therefore, the medical man-
agement of pain shall be based on a thorough knowledge of pain assessment, pain treatment, and con-
cern for the patient.

a. Treatment of acute pain and intractable pain associated with malignancy.  Physicians may re-
fer to the Clinical Practice Guidelines published by the U.S. AHCPR for counsel on the proper treat-
ment of acute pain associated with trauma, surgery, and certain medical procedures, and chronic pain
associated with cancer.  The AHCPR Clinical Practice Guidelines provide a sound, compassionate,
and flexible approach to the management of pain in these patients.

b. Treatment of chronic, nonmalignant pain.  The basic premise underlying this rule is that vari-
ous drugs, particularly opioid analgesics, may be useful for treating patients with chronic, nonmalig-
nant pain in a safe, effective, and efficient manner when other efforts to remove or treat the pain have
failed.  The board strongly recommends that physicians who have reservations about the use of drugs
in the treatment of chronic, nonmalignant pain consult: The Use of Opioids for the Treatment of Chron-
ic Pain: A Consensus Statement from the American Academy of Pain Medicine and the American Pain
Society (1997).  Copies of the statement are available from the AAPM, the APS, and the office of the
board at 1209 East Court Avenue, Des Moines, Iowa 50319.

13.2(3)  Effective chronic, nonmalignant pain management.  To ensure that pain is properly and
promptly assessed and treated, a physician who prescribes or administers controlled substances to a
patient for the treatment of intractable pain shall exercise sound clinical judgment by establishing an
effective pain management plan in accordance with the following:

a. Physical examination.  A physical examination that includes a comprehensive medical history
shall be conducted prior to the initiation of treatment.  The examination shall also include an assess-
ment of the pain, physical and psychological function, substance abuse history and any underlying or
coexisting conditions.  The physician shall seek corroboration of the assessment from an evaluation
conducted by another physician who specializes in pain medicine or the treatment of the area, system,
or organ perceived to be the source of the pain.  Interdisciplinary evaluation is strongly encouraged.

b. Treatment plan.  The physician shall establish a comprehensive treatment plan that tailors drug
therapy to the individual needs of the patient.  To ensure proper evaluation of the success of the treat-
ment, the plan shall clearly state the objectives of the treatment, for example, pain relief, or improved
physical or psychosocial functioning.  The treatment plan shall also indicate if any further diagnostic
evaluations or treatments are planned and their purposes.  The treatment plan shall also identify any
treatment modalities and rehabilitation programs necessary to manage pain of differing etiologies or
physical/psychosocial impairments.

c. Informed consent.  The physician shall discuss the risks and benefits of controlled substances
with the patient or person representing the patient.
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d. Periodic review.  The physician shall periodically review the course of drug treatment of the
patient and the etiology of the pain.  Modification or continuation of drug therapy by the physician shall
be dependent upon evaluation of the patient’s progress toward the objectives established in the treat-
ment plan.  The physician shall consider the appropriateness of continuing drug therapy and the use of
alternative treatment modalities if periodic reviews indicate the patient’s condition is not improving in
accordance with the treatment plan.

e. Consultation/referral.  The physician shall refer the patient for further evaluation and treat-
ment to another physician, if necessary, to meet the treatment plan objectives.

f. Records.  The physician shall keep accurate, timely, and complete records that detail com-
pliance with this subrule, including physical examination, treatment plan, informed consent, periodic
review, consultation, and any other relevant information about the patient’s condition and treatment.

g. Physician-patient agreements.  Physicians treating patients at risk for substance abuse shall
consider establishing physician-patient agreements that specify the rules for medication use and the
consequences for misuse.  In preparing agreements, a physician shall evaluate the case of each patient
on its own merits, taking into account the nature of the risks to the patient and the potential benefits of
treatment.

13.2(4) Restrictions and limitations.  No aspect of this rule shall be construed to interfere with:
a. Federal and state laws and regulations governing the proper prescribing and administering of

controlled substances;
b. Treatment of patients suffering from chronic malignant pain, such as patients cared for in a

hospice or other long-term care facility setting; or
c. Delivery of medical services to a patient as a result of trauma or a medical emergency.

653—13.3 to 13.9  Reserved.

PROFESSIONAL ETHICS

653—13.10(147,148,272C)  Principles of medical ethics.  The following principles of medical ethics
prepared and approved by the judicial council of the American Medical Association, which are set out
in a 1977 publication entitled “Opinions and Reports of the Judicial Council,” published by the Ameri-
can Medical Association, 535 North Dearborn Street, Chicago, Illinois 61610, are hereby adopted by
the board relative to the practice of medicine and surgery in this state:

13.10(1)   These principles are intended to aid physicians individually and collectively in maintain-
ing a high level of ethical conduct.  They are not laws but standards by which a physician may deter-
mine the propriety of conduct in relationship with patients, with colleagues, with members of allied
professions, and with the public.

13.10(2)   The principal objective of the medical profession is to render service to humanity with full
respect for dignity.  Physicians should merit the confidence of patients entrusted to their care, rendering
to each a full measure of service and devotion.

13.10(3)   Physicians should strive continually to improve medical knowledge and skill and should
make available to their patients and colleagues the benefits of their professional attainments.

13.10(4)   A physician should practice a method of healing founded on a scientific basis; and the
physician should not voluntarily associate professionally with anyone who violates this principle.
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13.10(5)   The medical profession should safeguard the public and itself against physicians deficient
in moral character or professional competence.  Physicians should observe all laws, uphold the dignity
and honor of the profession and accept its self-imposed disciplines.  They should expose, without hesi-
tation, illegal or unethical conduct of fellow members of the profession.

13.10(6)   A physician may choose whom they will serve.  In an emergency, however, the physician
should render service to the best of their ability.  Having undertaken the case of a patient, the physician
may not neglect the patient; and unless the patient has been discharged they may discontinue their ser-
vices only after giving adequate notice.  The physician should not solicit patients.

13.10(7)   A physician should not dispose of their services under terms or conditions which tend to
interfere with or impair the free and complete exercise of their medical judgment and skill or tend to
cause a deterioration of the quality of medical care.

13.10(8)   In the practice of medicine a physician should limit the source of their professional in-
come to medical services actually rendered by them, or under their supervision to their patients.  The
physician’s fee should be commensurate with the services rendered and the patient’s ability to pay.  The
physician should neither pay nor receive a commission for referral of patients.  Drugs, remedies or
appliances may be dispensed or supplied by the physician provided it is in the best interest of the pa-
tient.

13.10(9)   A physician should seek consultation upon request; in doubtful or difficult cases; or
whenever it appears that the quality of medical service may be enhanced thereby.

13.10(10) A physician may not reveal the confidences entrusted to them in the course of medical
attendance, or the deficiencies they may observe in the character of patients, unless they are required to
do so by law or unless it becomes necessary in order to protect the welfare of the individual or of the
community.

13.10(11) The honored ideals of the medical profession imply that the responsibilities of the phy-
sician extend not only to the individual, but also to society where these responsibilities deserve the
physician’s interest and participation in activities which have the purpose of improving both the health
and well-being of the individual and the community.
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653—13.11(147,148,272C)  Code of ethics of osteopathic profession.  The following code of ethics
published and approved by the American Osteopathic Association and published in a book entitled
“1977 American Osteopathic Association Year Book and Director of Osteopathic Physicians,” is here-
by adopted by the board relative to the practice of osteopathic medicine and surgery or osteopathy in
this state:

13.11(1)   The physician shall keep in confidence whatever they may learn about a patient in the
discharge of professional duties.  Information shall be divulged by the physician when required by law
or when authorized by the patient.

13.11(2)   The physician shall give a candid account of the patient’s condition to the patient or to
those responsible for the patient’s care.

13.11(3)   A physician-patient relationship must be founded on mutual trust, cooperation, and re-
spect.  The patient, therefore, must have complete freedom to choose their physician.  The physician
must have complete freedom to choose patients whom they will serve.  In emergencies, a physician
should make their services available.

13.11(4)   The physician shall give due notice to the patient or to those responsible for the patient’s
care when the physician withdraws from a case so that another physician may be summoned.
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13.11(5)   A physician is never justified in abandoning a patient.
13.11(6)   A physician shall practice in accordance with the body of systematized knowledge related

to the healing arts and shall avoid professional association with individuals or organizations which do
not practice or conduct organization affairs in accordance with such knowledge.

13.11(7)   A physician shall not be identified in any manner with testimonials for proprietary prod-
ucts or devices advertised or sold directly to the public.

13.11(8)   A physician shall not hold forth or indicate possession of any degree recognized as the
basis for licensure to practice the healing arts unless the physician is actually licensed on the basis of
that degree in the state in which he practices.

13.11(9)   A physician shall obtain consultation whenever requested to do so by the patient.  A phy-
sician should not hesitate to seek consultation whenever the physician believes it advisable.

13.11(10) Illegal, unethical or incompetent conduct of physicians shall be revealed to the proper
tribunals.

13.11(11) A physician shall not assume treatment of a patient under the care of another physician
except in emergencies and only during the time that the attending physician is not available unless re-
quested by the patient.

13.11(12) Any fee charged by a physician shall be reasonable.
13.11(13) A physician shall not pay or receive compensation for referral of patients.
13.11(14) The physician shall cooperate fully in complying with all laws and regulations pertain-

ing to practice of the healing arts and protection of the public health.
Rules 13.10(147,148,272C) and 13.11(147,148,272C) are intended to implement Iowa Code sec-

tions 147.55 and 147.76.
[Filed 2/5/79, Notice 11/29/78—published 2/21/79, effective 3/29/79]

[Filed 3/13/81, Notice 1/7/81—published 4/1/81, effective 5/6/81]
[Filed emergency 4/15/88—published 5/4/88, effective 4/15/88]

[Filed 5/11/90, Notice 3/7/90—published 5/30/90, effective 6/6/90]
[Filed 3/22/96, Notice 9/27/95—published 4/10/96, effective 6/15/96*]
[Filed 11/22/96, Notice 8/28/96—published 12/18/96, effective 1/22/97]

[Filed 5/2/97, Notice 3/26/97—published 5/21/97, effective 6/25/97]

*Effective date of 13.2(148,272C) delayed 70 days by the Administrative Rules Review Committee at its meeting held May 14, 1996.


